inguinal hernia, [4] or as a scrotal swelling mimicking an inguinal hernia. [5, 6] A rare case of lymphoma of the hernia sac detected on routine microscopic examination of the excised sac has also been reported. [7] However, an extensive search of the published literature revealed no report of a low-grade primary follicular B-cell variety of small bowel NHL presenting with obstructed inguinal hernia.
We present a successfully managed unique case of lymphoma of the small gut presenting with scrotal swelling and causing obstruction of an inguinal hernia in a 73-year-man.
CASE REPORT
A 73-year-male presented with features of subacute small gut obstruction of 10 days duration along with a gradually increasing painless swelling in the right side of scrotum for over 10 years. The scrotal swelling did not increase in its size with physical activities, nor did it ever reduce spontaneously on lying down.
There was a history of significant weight loss, anorexia, asthenia, loss of appetite, and fatigability over the last 8 months. History of fever, hematemesis, melena, or bleeding per rectum were absent. Similar earlier history of abdominal pain, distension, and vomiting or any other significant history in the past were absent. He was a smoker (15 pack-years), and on medications for hypertension and type 2 diabetes mellitus. Family history was negative for any malignancy.
On examination, he appeared dehydrated, pale, and of poor nutritional status. BMI was 18, Karnofsky score was 40 and Eastern Cooperative Oncology Group score 3. We could not detect any cervical or inguinal lymphadenopathy.
The abdomen was symmetrically distended. Prominent bowel loops arranged in a stepladder fashion and showing visible peristalsis could be seen centrally. The abdomen felt tense with no localized tenderness, guarding, or rigidity. No organomegaly or abdominal lump was palpable. There was expansile cough impulse at the right root of the scrotum and a non-tender, firm, solid, 6 cm × 5 cm, irreducible and nontrans illuminant scrotal mass palpable separately from the testis. Peristaltic sounds were hyperactive. Digital rectal examination revealed no abnormality.
Positive findings on routine hemogram, blood biochemical assays, serology, and chest x-ray were anemia, minor electrolyte imbalance, and hyperglycemia. Contrast-enhanced computed tomography (CECT) of the abdomen showed dilated gut loops, right inguinal hernia, and a gut related endoluminal soft-tissue scrotal lesion on the right [ Figure 1 ]. We planned an emergency exploration after the correction of hydration and glycemic status with the provision of two units of the packed red blood cell for transfusion.
Exploration, through a groin incision, revealed a firm, endophytic, lumen occluding soft tissue mass at the apex of the herniated small gut loop. The gut proximal to the mass was dilated and the superficial inguinal ring was not causing any occlusion of the gut lumen.
Approximately 17 cm of the tumor-bearing segment of the small gut was resected and the ends of the bowel were brought out as double barrel ileostomy after laparotomy. We then repaired the hernial defect. The cut open specimen showed a submucosal fleshy tumor measuring 6.4 cm × 5 cm × 2.4 cm [ Figure 2 ]. Adjoining mesentery had a small lymph node.
Post-operative recovery was uneventful.
Tumor histopathology showed sheets of atypical lymphoid cells with opened up nuclear chromatin, distinct nucleoli, and a fair number of mitotic figures, compatible with the diagnosis of NHL [ Figure 3 ]. The infiltration was up to the subserosa and there were areas of necrosis. Resection margins and lymph node were free of tumor.
Immunophenotyping confirmed it to be low-grade follicular B-cell NHL, being positive for B-cell associated antigens CD20 [ Figure 4 ].
We referred the patient to the oncology department of our hospital where he has not been advised any adjuvant therapy in view of the localized, low-grade nature of the disease and its complete surgical removal. They counseled him to follow-up regularly in their outpatient department.
DISCUSSION
An inguinal hernia sac may contain omentum, small, or large intestine, appendix, Meckel's diverticulum or urinary bladder. Rarely, the sac may harbor a malignancy. Authors have reported GIST arising from the small intestinal loop within the hernial sac, lymphoma of the hernia sac, and spermatic cord. [5] [6] [7] Literature search by us could retrieve only one case of NHL of the sigmoid colon as part of a sliding hernia, but no case of primary small gut NHL presenting with features of obstructed inguinal hernia. [8] NHL, mostly of B-cell origin, may involve the GIT either as part of a generalized disease or rarely arise primarily from the gut; the distal small intestine is most commonly affected owing to its large amount of sub-mucosal lymphoid tissue (Peyer's patches). [3] The World Health Organization has cited primary intestinal follicular lymphoma as a variant of follicular lymphoma. [9] The GIT is the most common site of extranodal involvement, others being skin, eyes, breasts, and testes. [10] The common presentations of gut NHL are weight loss and pain abdomen; at a later stage, intestinal obstruction or rarely perforations have been reported. [3] The prognosis of NHL depends on the stage at diagnosis, cell lineage, its grade, patient's age and presence of 'B' symptoms (fever, weight loss, and night sweats). Primary B-cell low-grade follicular NHL usually runs an indolent course while systemic follicular lymphoma with secondary GI involvement may exhibit systemic symptoms. [10] Our patient had the tumor in the herniated small gut for more than a decade. With an increase in its size, it became irreducible, and later intestinal obstruction supervened following occlusion of the gut lumen. We established the primary nature of the NHL based on lack of evidence of lymphoma on peripheral blood smear, chest X-ray, and CECT. En-block resection ensuring tumor-free margins, as we did, is the treatment of choice for complications such as obstruction, hemorrhage, or perforation.
Surgical resection is the mainstay of treatment for localized primary lymphomas. Experts consider surgery alone as an adequate treatment for patients with early and localized low-grade NHL disease; however, systemic chemotherapy becomes essential when patients undergo surgical debulking. [11] Considering the age of our patient and the fact he underwent complete removal of the tumor, the oncologists considered surgery alone to be adequate. 
